INTRODUCTION
Although mental illness is the second most important predictor of suicide (behind only past suicide attempts), 1 suicides occur rarely in psychiatric inpatient care. From 2004 to 2014 in England, 28% of suicides in the general population were patient suicides; that is, the person had been in contact with mental health services in the 12 months prior to death. Inpatient suicides accounted for 9% of all patient suicides. 2 Statistically speaking, inpatient suicides are uncommon, which makes research on suicide highly challenging. 3 Nevertheless, suicide is among the most concerning patient safety issues in psychiatric care.
A common understanding of patient safety is the avoidance, prevention and amelioration of adverse outcomes or injuries stemming from the process of healthcare. 4 This approach to safety has been characterised as a linear model of risk in which hazards are perceived as phenomena that can be assessed and controlled by implementing different barriers of defences in the system. The linear model of risk represents events in terms of linear causality, where adverse outcomes occur due to combinations of active failures, unsafe acts, and latent conditions and hazards in the system. In the linear approach to safety, safety is achieved when procedures are well implemented in practice without deviations from the standard. 5 The background for the linear approach to safety is found in well-understood, welltested and well-behaved systems and has some limitations when applied to complex systems in which the risk is incompletely understood. 6 Healthcare organisations, including psychiatric hospital wards, are examples of complex organisations with multiple stakeholders who interact with each other in a changeable context and make decisions that often involve a high degree of uncertainty. 7 Suicide prevention in psychiatric care is arguably complex and incompletely understood as a patient safety issue. First, suicidal behaviour is multifaceted and differs across sexes, age groups, geographic regions and sociopolitical settings, and it is variably associated with different risk factors, suggesting aetiological heterogeneity. 3 Second, there is a lack of clear means to assess and treat patients at risk of suicide, which complicates efforts to design safety systems to treat patients in suicidal crises in hospital wards. [8] [9] [10] [11] [12] There is a need for a deeper understanding of safety for suicidal patients in clinical practice that embraces the complexity and uncertainty of everyday clinical practice.
Resilient healthcare (RHC) is a major discipline that embraces complexity in healthcare. RHC applies nonlinear methods to understand and describe how systems work in complex contexts. The main methods used are qualitative case studies. The heart of RHC studies is the collection of knowledge of how everyday clinical work is performed at the sharp end of the system. 7 13 RHC is defined by Wears et al 14 as follows:
…the ability of the health care system (a clinic, a ward, a hospital, a county) to adjust its functioning prior to, during, or following events (changes, disturbances or opportunities), and thereby sustain required operations under both expected and unexpected conditions ( pp. xxvii).
According to the RHC perspective, the purpose of safety management is to ensure that 'things go right' and not only to 'prevent things from going wrong'. Thus, there is a need to learn from successes in clinical practice, in addition to learning from errors. This knowledge is gained by learning about what happens regularly in clinical practice to ensure successful outcomes, including a better understanding of the core business of clinical practice. 15 RHC applies a safety II perspective. This perspective acknowledges that healthcare systems are incompletely understood and that their conditions vary. To deal with complexity, healthcare professionals need to adjust their performance to perform the job successfully, and their approach may deviate from standard procedures. 15 This approach applies a broader perspective than the traditional linear approach to safety, and it embraces the need to understand why healthcare professionals adapt and what contributes to successes and failures in everyday clinical work. In this sense, knowledge about safe clinical practice for suicidal patients can be collected from the sharp end of the system, which can inform patient safety efforts. 16 Aims and research questions This descriptive study aims to provide a deeper understanding of safe clinical practice for patients hospitalised in a suicidal crisis from an RHC perspective. The specific research questions for the study are as follows: 1. How does existing literature describe suicidal patients' experiences regarding safety during psychiatric in-patient care? 2. How do patients and healthcare professionals describe the components and conditions of ensuring good patient outcomes for suicidal patients in clinical practice? 3. How do patients and healthcare professionals experience safe clinical practices for suicidal patients?
METHODS

Methodological design
The study applies a descriptive case study approach. 17 The case is defined as safe clinical practice for patients hospitalised in a suicidal crisis within specialised psychiatric inpatient care.
Study setting
The study setting will be one Norwegian university hospital. Studies of hospitalisation in Norway have found that suicidal behaviour accounts for 70% of all hospitalisations, 18 54% of first-time admissions and 62% of rehospitalisations in psychiatric acute wards. 19 There are a considerable amount of activities directed to patient safety for suicidal patients in Norwegian hospital wards. Since 2008, national guidelines for preventing suicide in psychiatric hospital wards have been implemented in practice, 20 and in 2015, a patient safety campaign for preventing suicide in hospital wards was implemented at a national level. 21 Data collection will take place in four psychiatric hospital wards, two specialised (sites A and B) and two decentralised wards (site C and D). The study sites are selected due to their different structures, staffing levels and tasks. Multiple embedded units of analysis at different levels are included in each ward, consisting of patients and healthcare professionals (see figure 1 ).
Data collection methods and sources
This case study will conduct qualitative interviews to collect information on the experiences of patients and healthcare professionals. See table 1 for detailed information on the methods, data sources and timing of the data collection.
Data on patients' experiences will be collected through semistructured interviews that are specifically designed to collect in-depth information on their experiences and descriptions of the topics of interest. A systematic review of qualitative studies of suicidal patients has Figure 1 Case study design.
been conducted to inform the development of the interview guide. In addition, an advisory panel consisting of two service user consultants and two key informants on suicide prevention will help develop the interview guides and provide reflections about ethical considerations for the study. Follow-up interviews will be conducted during hospitalisation or after discharge when there is a need for more in-depth information.
Data on healthcare professionals' experiences will be collected through focus group interviews and semistructured individual interviews. The focus groups will provide an opportunity to explore and identify relevant categories and perspectives and for the professionals to correct one another. 22 The individual interviews will focus on the professionals' individual sense of making safe and successful practice and will aim to describe in depth the themes that emerge in the focus groups.
Sampling strategy and inclusion criteria
To be included in the study, patients must be hospitalised in specialised psychiatric care for adults, assessed as suicidal during hospitalisation, and able to provide voluntary and informed consent to participate in the study. The therapists ( psychologists or physicians) at the study sites will select patients to be recruited to the interviews. As there is no support for the risk categorisation of suicidal patients, any tools or instruments used to clearly define suicidal patients in this study will be of limited value. 10 In this study, patients will be considered seriously suicidal if they have presented active suicide ideations or have recently attempted suicide. 23 The study will follow a purposeful sampling strategy 24 that aims to include patients who have recently been in suicidal crisis and are hospitalised in psychiatric inpatient care. The patients will be enrolled in the study consecutively by ward clinicians. Clinicians' assessment of patients and patients' identification with the topic of interest will determine whether the patient will be included in this study, as shown in box 1. Different experiences of safety are expected to emerge within different levels of hospital protection; thus, this study aims to sample patients in open and locked hospital wards and those admitted both voluntarily and involuntarily. Both men and women and all age groups within adult psychiatry are considered for inclusion (18-65 years) .
This study seeks to describe the safety of hospitalised patients in a suicidal crisis by embracing the complexity and diversity that characterise this phenomenon and the patient group at large. Thus, patients within varying diagnostic groups will be included. The sample 
Box 1 Patient inclusion and exclusion criteria
Inclusion criteria. The interview subject must: ▸ Be hospitalised in an open or closed ward for adults in specialised mental healthcare during the first interview. ▸ Have access to a therapist in specialised mental healthcare during the interviews. ▸ Have been regarded as seriously suicidal by a psychologist or psychiatrist during hospitalisation, but at the time of the interview, patients must be considered sufficiently stable to engage in the interview. ▸ Self-identify as 'being in a suicidal crisis'. ▸ Voluntarily consent to participate. Exclusion criteria: ▸ Presenting self-harming behaviour without a desire to die. ▸ Being unable to provide consent, which includes presenting severe psychotic symptoms, severe cognitive deficits or ongoing symptoms of being in a state of crisis with high suicide risk.
description will contain clinicians' diagnoses at discharge, which will be extracted from patients' journals. The healthcare professionals will be recruited through a purposeful sample strategy. 24 The sampling will aim to recruit healthcare professionals with different levels of experience and professional backgrounds. Psychologists, physicians, nurses and social workers at the study sites will be included.
To be included in the semistructured interviews, healthcare professionals must be willing to talk about their experiences with clinical practice and be able to provide voluntary consent to participate in the study. Some participants will participate in the focus groups and the semistructured interviews.
In addition, local procedures and national guidelines and political strategies for suicide prevention in hospital wards will be collected as contextual information.
Researchers' background SHB is a PhD scholar in risk management and societal safety and a clinical psychologist. SHB has clinical experience with the treatment and assessment of patients at risk of suicide and has a background in safety science. KA is a professor and serves as head of the research group 'quality and safety in healthcare systems' at the University of Stavanger. KA has a background in safety science and has conducted multiple studies of patient safety, including studies of patient experiences and RHC studies. KR has a PhD and serves as a mental health nurse and has applied qualitative methods to studies of patient experiences. FAW is a consultant clinical psychologist with extensive work experience in inpatient psychiatry as well as suicide research and national prevention initiatives and guideline development.
The qualitative interviews will be conducted by SHB and KR, who have connections at the university hospital as healthcare professionals and researchers. Their connections to the study site constitute both strengths and dilemmas related to balancing closeness to and distance from participants and studying the sites. These dilemmas will be reflected in all stages of the research process, such as sampling, recruitment, data collection, ethical considerations, analysis and dissemination.
ETHICS AND DISSEMINATION Ethical considerations
Considering the limited amount of evidence on how to provide safe practices for this vulnerable group of patients, access to valid knowledge is of vital importance. Patients can provide insights regarding care and can contribute important information when other sources of evidence in suicide research, particularly feedback regarding sensitive safety-related topics, are limited. 25 It is well known that talking about suicide and talking with suicidal patients do not induce harm for patients; 26 thus, this study is not considered to induce harm or risk to patients during the study or in the future. Participation in this study empowers patients' voice and may provide benefits to the patient group at large. However, as patients at risk of suicide represent a vulnerable group, patients will be interviewed while they are in the care of specialised healthcare professionals, enabling those in need of additional support to be referred to the therapist in their hospital ward or in their outpatient unit.
Ward psychologist/physicians will assess patients as sufficiently stable to participate in the interviews, and they will determine the appropriate timing of the interviews.
The hospital will have full responsibility for managing the suicide risk according to ordinary established procedures, and no new procedures or interventions will be implemented as part of this study.
All participants in this study will receive written and oral information about the study and will sign an informed consent form to participate. Patients who are unable to provide informed and voluntary consent will not be included in this study. Information will be collected for research purposes only. Information will be stored unidentified, and all participants will be made unidentifiable in publications.
Dissemination
This study protocol presents preliminary research questions, theories, methods and analytical strategies considered adequate for this purpose. By sharing this information, we aim to address reflexivity in this case study. 27 The results of this study will be published in international journals, and presentations will be conducted at national and international conferences. Triangulation of research methods and data sources will be applied to create a viable understanding of safe clinical practices for suicidal patients in psychiatric inpatient care. A literature review will be used as the basis for conducting individual interviews with suicidal patients. Focus group interviews with professionals will be used to describe their experiences with safe clinical practices and as a basis for conducting individual follow-up interviews. Altogether, data from professionals and patients will be integrated in a framework for safe clinical practices for suicidal patients. Details on results from the study are provided in table 2 ( planned scientific articles).
The quality of this study is dependent on its validity. Internal validity is often translated into credibility in qualitative research. 28 In this study, credibility will be achieved if the findings of the study make sense for patients and healthcare professionals in clinical practice in psychiatric wards. By including multiple sources of information and methods, this study strives for a nuanced description of the phenomenon of interest, increasing the credibility of the study.
The use of feedback to validate the themes will enhance the credibility and authenticity of this study. Feedback will be collected in the stage of planning and analysis using the advisory panel and presentations in clinical practice and conferences.
The study's external validity is often translated into transferability in qualitative research, 28 which indicates the applicability of the findings in other contexts. The use of multiple study sites in the hospital strengthens the external validity in this study. However, the findings of this study are not expected to be valid for the practice of this field overall but rather as descriptions of experiences and meaning within the specific setting of clinical practice for suicidal patients in psychiatric hospital wards in one university hospital in Norway. These findings can generate knowledge to be integrated in the practice of patient safety for suicidal inpatients in Norway and can improve the feasibility of patient safety measures. The findings can further generate knowledge of important topics for safe clinical practice in psychiatry and can inform the future development of structured surveys to measure patients' experiences regarding safety in mental health. Theoretical generalisations can be made regarding what constitutes safe clinical practice while taking into consideration patients' and healthcare professionals' experiences and meanings. Thus, this study can inform the conceptual development of safe clinical practice for suicidal patients. 
